SUMMARY Increased mortality from ischaemic heart disease (IHD) has been found in previous studies among divorced, widowed, and unskilled middle-aged Finnish men. In this study all cases of IHD in men aged 40-64 during 1972 were analysed by linking death certificates and hospital records (7499 cases with 3136 deaths). Age-adjusted incidence, mortality, and survival rates of the first and third year were calculated by marital status and social class. The highest mortality rate was found among unskilled workers, the highest incidence among widowers and those in. the lower professional classes, and the lowest survival rate among divorcees, single persons, and unskilled workers. The ratio of mortality by marital status (1.77) was in part due to survival (ratio 1.44) and in part due to incidence (ratio 1.32). The ratio of mortality by social class (1.44) seemed to be due more to differences in incidence (ratio 1.36) than to differences in survival (ratio 1.18). The distribution of conventional risk factors of IHD by marital status and social class seems to explain only part of the mortality differences Psychosocial factors such as social class and marital status are common determinants of illness and death. In England and Wales, widowed persons have the highest mortality rates in the younger age groups,' while the rates of divorced persons do not differ from those of single persons. In Finland, on the other hand, the divorced have higher mortality rates than single people.2 The variation in mortality rates by social class is nearly twofold both in England and Finland.' 2 Psychosocial and behavioural factors are associated with morbidity and mortality from ischaemic heart disease (IHD).3 In Finland there are very high incidence and mortality rates for IHD.4" The prognosis of IHD seems also to be relatively poor in Finland.7 The variations in total mortality and IHD mortality rates are large by both marital status and social class.2 9 Because the incidence, prognosis, and mortality of IHD may have different risk factors, they were studied in the Finnish male population by marital status and social class.
Psychosocial factors such as social class and marital status are common determinants of illness and death. In England and Wales, widowed persons have the highest mortality rates in the younger age groups,' while the rates of divorced persons do not differ from those of single persons. In Finland, on the other hand, the divorced have higher mortality rates than single people.2 The variation in mortality rates by social class is nearly twofold both in England and Finland.' 2 Psychosocial and behavioural factors are associated with morbidity and mortality from ischaemic heart disease (IHD).3 In Finland there are very high incidence and mortality rates for IHD.4" The prognosis of IHD seems also to be relatively poor in Finland.7 The variations in total mortality and IHD mortality rates are large by both marital status and social class.2 9 Because the incidence, prognosis, and mortality of IHD may have different risk factors, they were studied in the Finnish male population by marital status and social class.
Material and methods
Computer files were used of the death certificates and hospital discharge records for the years 1972-5 of all men born in Finland between 1908 and 1932. From the death certificates, men with IHD in 1972 (ICD category [410] [411] [412] [413] [414] were selected, and from hospital records men with acute myocardial infarction (ICD 410) single and the lowest among married and divorced men.
The variation of IHD incidence rates by social class was 1 36-fold (Table 3 ). The highest incidence rate was found among those in the lower professional classes and unskilled workers, and the lowest rate among farmers and the higher professional classes. The variation of IHD mortality rates was 1 44-fold. The mortality was also highest among unskilled workers and the lower professional classes and lowest among the higher professional classes and farmers. The variation of first-year survival rates was 1 v 18-fold and the corresponding variation after three years was 1-23. The highest survival rates were among professionals and skilled workers and the lowest among unskilled workers and farmers. The variation of the proportion of deaths occurring outside hospitals was 1*53-fold. The highest proportion was among farmers and unskilled workers and the lowest among the higher professional classes.
Discussion
The reliability of the IHD diagnosis on death certificates in Finland has been found satisfactory for epidemiological purposes.79 Persons with a non-fatal silent infarction could not be included in the material. Nearly all diagnosed myocardial infarcts are treated in hospital in Finland. The proportion of deaths occurring outside hospital did not differ for married and divorced men. Thus the increased mortality of divorced men is probably not associated with a higher proportion of sudden deaths or delayed admission to hospital among the divorced compared with the married. On the other hand, the survival rate of single persons and Incidence and prognosis of ischaemic heart disease with respect to marital status and social class widowers was definitely lower than in the two other groups. The delay in admission to hospital, however, did not vary by marital status or social class in Helsinki (Pohjola S, unpublished observations).
The variation in IHD mortality by marital status seems principally due to differences in survival. There was no difference in coronary sclerosis between marital states in a consecutive series of 2553 violent deaths among men in Helsinki (Kaprio J et al, unpublished observations). The variation in survival rates may be explained by differences in susceptibility to various arrhythmias" or to some other non-atherosclerotic mechanisms. Vegetative lability caused by marital problems"8 may also be an independent factor. Men with IHD who live alone often may not have someone to advise and help when needed.
The variation of IHD mortality by social class seems to be more closely related to variations in incidence than to variation in prognosis: -the highest incidence was found among the lower professional classes and the lowest incidence among farmers.
the highest mortality and fatality was found among unskilled workers and the lowest among the higher professional classes.
-the highest proportion of deaths occurring outside hospitals was found among farmers and the lowest among the higher professional classes. In a Finnish population study20 25 26 some significant differences in risk factor levels were found by social class: from the higher professional classes to unskilled workers there was a trend of increasing levels of serum cholesterol, systolic and diastolic blood pressure, and smoking. In an interview study26 on the nutritional habits of 4273 persons, there was a clearly increasing trend of lipid intake from the higher professional classes to farmers. These findings agree well with the results of this study except that farmers had the lowest mortality although their serum cholesterol level and lipid intake were the highest.
According to population studies25 27 farmers smoke less than industrial workers. In addition to the fact that farmers have the highest physical activity at work and different habits of alcohol and tobacco usage, their social work role is also different. This seems to indicate a complex interaction between risk factors. In the aforementioned prospective study20 the differences in IHD incidence by social class were not explained by differences in blood pressure, serum cholesterol level, and smoking habits (Aromaa et 
